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1. PLACE OF DEATH:
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home

Yorre I

(If outside city or town limjis, write “RURAL" and pame of township)
{¢) Name of hospital ?imtitutton'

{If not in hospital er Institution, write street number or locatlon)
{d) Length of stay: In hospital or Institution

Inthis community life

(3pecily whather
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(6) State___LiSSoOuri (3) County.. Butler
(e} Clty or town Rural

(It vutsids city or town limits, write “RURAL"Y}

&

(d) Street No Rt, 1 '{illl ansville i
(I ruret, give location) o
{e) If foreign born, how lang in U. 8. AT years,

8. (a) PRINT

FULL NaME._Clarence Allen

8. (b) If veteran,

8. (¢) Social Security

MEDICAL’ CERTIFICATION

20. DATE OF DEATH: MomtnS€Dtenber 4., 2
yenr. 1941 hour. 5 H 00 minnute. 30 CM

name War. Noe.
- 21. I hereby certify that I attended the d d
F 6. Color or 6. (a) Single, widowed, married, Augp_s_t_ 5 ] —_— 19.&1&0._..&115” st 3] , 10, 4;_
& Sex.. . male race_Rite divoredd_18xTied that T lastsaw b __LIDative on... 2 1ZUST 31 . 1941
8. (5) Name of husband or wife........oooeeoe.r. . 6. {€) Age of husband or wite it || Bnd that desth occurred on the date and hour stated above.
Lthel Allen ative. .33 yours || Immediate camoof desreb MLmoON&YY. Tubercul ok Pt vy
7. Birth date of deconsed__D@CEMber 27 1898 fubareulregreColTtis June /My
{Month) {Day} {Year)
8. AGE: Yoars +Months Days I lexs than one day mq_g_ﬁmmm F310-4]
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Due to,
9. Birthp! Butler Gountv, lidssonri L] ya iy
(City. town, or cooaly) (Btate or forelgn country) \ N 123 ,
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10. Umal occupation3TIIET (I:hc;nw ons. Ty T ot deei] rh 7 —
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(Citz, tawn, or coumty) (State o foraigm countey] 22. If death was duo to external czuszes, fill In the following:

18. (a} In!ormnut‘n own signature

ide tie Allan

) Addres__-illiangvelle, Ifissouri

17. (@) ‘burinl

(Burial, cremation, or semoval)

(Mouth) (Day) (Year}

(b) Date thereol. Sept. 4 4, 194

") Place: burlal or eremition_BLachriver Cameterv

18. (@ Stgnatare of faneral drecton Greer - Pmov
(8) Address___PORlar ®luff. lHssouri .~

9. () P—r0- &
(Dats received local registrar)

®
s

*

(Registrar's signature)

I

(a) Accident, sulelde, or homicide (specify).
(3) Date of occurrence. .
(¢} Where did injury oecur?,

town) (Couaty}

(Cisy (Sta
(d)} Did injury occur in or about home, on?arm. in industrial place, In pnblfc plnee'!
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{Licensed Embalmear’s Statement on Reverse Side)




e - : RECEVED - 2
| District H_ealth Othce/ f;z_%j

District File Number . Tl =L
. Dabe Filed 1t Lot Loom

STATEMENT BY LICENSED EMBALMER

T hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No

working under my personal supervision.

. : ' ' Signed‘ //(/_/Lwr_—c% ' q/b{,

Licensed Embalmer No s f Kl 7 :

t -

P. 0. Address.......... S—-—

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN H.ANI]WR]TING. (Failure to comply wit
the above constitutes grounds for revocation of license.)

If this body is not embalmed, above space should be left blank.
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